While all the IgG subclasses contain antibodies to components of many disease-causing bacteria and viruses, each subclass serves a slightly different function in protecting the body against infection. For example, IgG1 and IgG3 subclasses are rich in antibodies against proteins such as the toxins produced by the diphtheria and tetanus bacteria, as well as antibodies against viral proteins. In contrast, IgG2 antibodies are predominantly against the polysaccharide (complex sugar) coating (capsule) of certain disease-producing bacteria (such as, Streptococcus pneumoniae and Haemophilus influenzae).
The IgG in the bloodstream is 60-70% IgG1, 20-30% IgG2, 5-8% IgG3 and 1-3% IgG4. The amount of the different IgG subclasses present in the bloodstream varies with age. For example, IgG1 and IgG3 reach normal adult levels by 5-7 years of age while IgG2 and IgG4 levels rise more slowly, reaching adult levels at about 10 years of age. In young children, the ability to make IgG2 antibodies to the polysaccharide coatings of bacteria develops more slowly than the ability to make antibodies to proteins.
The main immunoglobulin (Ig) 
Diagnosis of IgG Subclass Deficiency
No clear-cut pattern of inheritance has been observed in the IgG subclass deficiencies. Both males and females may be affected. Occasionally, two individuals with IgG subclass deficiency may be found in the same family. In some families, IgG subclass deficiencies have been found in some family members while other family members may have IgA deficiency or CVID. A partial gene deletion has been found in a few patients with IgG subclass deficiency.
Inheritance of IgG Subclass Deficiency
IgG Subclass Deficiency
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Recurrent or chronic infections of the ears, sinuses and lungs need comprehensive treatment to prevent permanent damage that might result in hearing loss or chronic lung disease. It is also important to encourage patients to continue normal activities of daily living, such as school or work.
The mainstay of treatment includes appropriate use of antibiotics to treat and to prevent infections. The type and severity of infection usually determines the type of antibiotic used and the length of treatment. Additional immunization with pneumococcal vaccines may also be used to enhance immunity. 
Treatment of IgG Subclass Deficiency Expectations for Patients with IgG Subclass Deficiency
The natural history of patients with selective IgG subclass deficiency is not completely understood but the outlook is generally good. Many children appear to outgrow their deficiency as they get older. For those patients with a persistent deficiency, the use of antibiotics and, in certain circumstances, the use of Ig replacement therapy may prevent serious infections and complications such as impaired lung function, hearing loss or injury to other organ systems.
Recent studies have shown that many children with a subclass deficiency in early childhood (younger than 5 years of age) develop normal subclass levels and the ability to make antibodies to polysaccharide vaccines as they get older. However, IgG subclass deficiencies may persist in some children and adults. In some instances, a selective IgG subclass deficiency may develop into a more serious antibody deficiency, such as CVID. (See chapter titled "Common Variable Immune Deficiency.") At this time, it is not possible to determine which patients will have the transient type of subclass deficiency and which patients may later develop a more significant immunodeficiency. For these reasons, regular reevaluation of immunoglobulin levels and function, as well as IgG subclass levels is necessary.
